Appliance Repair - 

If the appliance gets broken, it is not a problem.   It can be repaired and adjusted in the course of a routine adjustment visit.   It only takes about 10 minutes to relieve and repair the appliance and then we can go on with the adjustment and refinement.
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Create an open space inside splint in the teeth adjacent to the fracture and smooth the edges.
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Splint relieved inside and edges smoothed.
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Smoothed edges and inside relief.
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Bevel the edges to add strength to repair.
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Bevel edges.

[image: image6.png]



Try-in for fit and ease of placement.
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Wet inside and edges with monomer.
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Add powder to edge of liquid in Dappen dish to prevent bubbles.
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Acrylic is to be ‘runny’.
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Place in only the relieved areas and on the edges of the broken parts.
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Seat firmly to confirm proper adaptation and fit.
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Patient ‘bites’ to stabilize appliance until the acrylic polymerizes.
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Remove by teasing up in area of repair, prevents distortion.
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Lift out holding close to repair area to reduce stress on repair.
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Confirm complete set of acrylic.
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Trim excess acrylic on flanges and borders.
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Repair ready for occlusal adjustment.

G. Refinement - Tedious and difficult

1. What have they experienced? Patient education, involvement and ownership.

2. Check occlusion – routine 

a) DRTT

b) Check smoothness of centrum and CRO

c) DST

d) Check smoothness of AG, IG, and Crossover

e) Rub on red and tap on green to find CRO and eccentric disharmonies

3. Rapport - Empathy - Communication

4. Placebo

5. Charisma

6. Co-operation

7. Minutia

a) Deferred pay-off

b) Patient learns to feel and express feelings

c) Prepares patient for participation in occlusal adjustment on hard tooth structures,

d) Search for disharmonies

e) Refinement of that which touches on slopes

8. Persistence

a) Adjust centrum

b) Press and rub - not tap, tap.

c) Free up CO

d) Patient identifies opposing teeth

e) Two hands, one hand, no hands – What’s the difference?

f) "My front teeth touch" - Postural, repositional, muscle tension.

9. Occlusal rules

a) All posterior teeth touch simultaneously with NO anterior tooth contact. TAP - PRESS

b) Centrum group function in near centric contact. RUB

c) Group disclusion, second molar progressing to the cuspid in Anterior Guidance.  AG - sliding, gliding excursion on most favorable tooth.  SLIDE FORWARD - PULL BACK

d) Incisal Guide function - Disclude posterior teeth. Slopes, edges, crossover.  SLIDE into CROSSOVER – PULL BACK

10. Analyze - patient report and feedback

a) Function - with and without Appliance

b) Dysfunction -  "    "     "       "

c) Changes -        "    "     "       "

d) Patient agrees - Feelings past, present and future (hope)

1) Physical -

2) Emotional - Changes due to therapy

3) Psychological-

1. What have they experienced? Patient education, involvement and ownership.

On subsequent visits, we can share what is happening and further our insight into the diagnostic relationship of the things that they are doing.  And so, we will be doing these routinely.   We have found that if we see them next week that will be good enough.    But, they should always feel free to phone us if they have any trouble.   The routine has worked well and we will see them every week as we have today to keep everything moving in the proper direction with their help.   By the time three or four appointments (a month or so) have gone by, we can sit down and say well, “What we have learned and how far along did we get and what kind of treatment would we need now to go from here?”    This process of allowing the patient to learn is very helpful.  Their involvement in the diagnosis is very important and facilitates better and easier decisions in the future.   In the school situation or a research program where the treatment is open-ended, we don’t move as quickly to a definitive diagnosis.  But in private practice, the need is to move along.  The patient does not want to be involved in a “study” with us.  They want a resolution.   So now, it works best for me to have a diagnostic period and then a treatment period.   Then they know that each visit is up to them, that we will do something at each appointment and there will be something done for their invested time and money.   

But right now we are to do a routine.  That is, subsequent visits, which are really, “What did you experience?”   Let them tell us rather then asking, “Did you have this or that or what?” and describe a symptom that they can assimilate into their complex of complaints.   It is not a directive interview.  They will tell us what they feel and think, and if we find something is missing, then, “Is it with the appliance or without the appliance?”   So we can guide them to some specificity if we need that kind of quality in the interview to further our insight and helpfulness.   “Is it something that you like changed and how would you like it changed?”   They can say what the problem is and how to fix it.  Is it a constant irritant?   What bugs them the most?   They can tell us that maybe we should do this or that.    If it is adjusting the teeth, that depends on the level of rapport and the level of the patient’s understanding.  We can adjust a tooth at any point as long as they ask us for it and there is a good reason.   When we both agree, we can polish off the interference and they always like it.  Agreement is cardinal in this process.   But we try to defer tooth adjustments till later, until we have some consistency with the appliance.

This is the part where patient education really comes in because of the involvement that is offered, and the more involvement they have, the more they will own their own wellness or illness.   They will own the appliance, and they can do with it what they will.   

We do whatever we can in an appointment; with each successive visit we are going to reinforce their ownership of the problem(s).   If they are not comfortable bringing an issue up at the first appointment, it will come up later.   

How do we get these things to surface as they come back for each appointment? 

Keep the open atmosphere and rapport.   They are going to be free in their mind as they learn into the dynamic relationship between the muscle discomfort, stress and pain.  They are going to be free to relate the involvements that they have -- physical, emotional, spiritual, relational -- that affect and impact on their own well being and feelings.   How well they feel in life is something that they can have a great impact on.  It is almost an option on their part every day.  Whether they choose to be well and healthy and happy or whether they choose to be unwell, unhealthy and unhappy and suffering and in pain.   Certainly, we have specific somatic and physical complaints that we deal with in the appliance, but they can generally always relate these complaints to some more abstract aspect of life that as they learn about and begin to manage, they feel more whole and well and happy.   That is what we are giving them -- a chance to learn while we are working with the appliance.  The appliance is real and hard and tangible and we can use the experience on the appliance to develop the trust to allow the “non-real” issues to come to the surface and be identified and handled.   They can become involved with these issues and then elect to deal with them.  And all of this is going on at the same time that we are working on the appliance.

They are reflecting on the problems and issues between appointments.   They grow to have accountability.   We provide the environment and atmosphere to allow them to express their wants, needs and feelings.   There are some appointments that might take most of the time for these issues and less of the time for adjustment of the appliance.   The further we progress on the time line, the less work goes into the appliance and the greater amount of into the relationship with the patient.

The time is always there, so if you take the allotted time to share with them, there is an interesting transition.  In the beginning, the appliance takes 15 of the 30 minutes, later the appliance takes 5-10 minutes and the rest of the time is spent on the relationship of the patient to the problem.   The trouble is that most of us do not take advantage of the time to support the patient in their relationship to self and the problem.

Because we tend to say, “Well if we don’t need much appliance adjustment time, just put them between patients, just give me a few minutes in the other room”.  And they are slipped into a crowded schedule.   That means we are emphasizing the mechanical nature of the appliance as being the key.   In this treatment philosophy, we are keeping the same time for the appointment so we have more freedom to lead them into the discussion of the other aspects and parameters of the problem.  If not, lead them into the discussion, at least allow the discussion.  

That is what I have found.  They all get the same amount of time, the same routine recheck and adjustment appointments.   There are no bookings on the side.   Just because the physical adjustment of the appliance takes 10 minutes, they are not dismissed.   They get to stay.   They get to relate and talk and share.   When they are ready to leave, when the appointment is over, they get to go.   Sometimes, I find myself doing the physical adjustment on the appliance at the last possible moment.  Sometimes, we even pass it and we know we have passed it.   “We know that we didn’t choose time to adjust the appliance today, is that OK?”

“How are you doing with the appliance, can you live with it till next time?”   Apparently they are doing OK -- they haven’t brought it up and the appointment is ending.  They will be all right until next time.   If they have an issue with the appliance then we will deal with it, but we will follow their lead and if they choose to spend their time with other issues; that is what we will do.   

This is more about rapport, empathy and communication.    Charisma and co-operation may be why we can be more successful in what we do.   And, to an extent, it is the rapport, empathy and communication that build the success of the instrument (appliance).   Without these qualities, the instrument (appliance) will, ultimately, not be successful.   I was interested in this because of the placebo effect.   The appliance is not a placebo in the sense that it does work.   But is a placebo in that it will develop results that are not inherent in its functional use, outside its realm of influence.   

These results are developed not in a placebo effect from the appliance, but in the sense that we get to develop the conversation, rapport, communication, empathy, trust and co-operation of the patient and have the charismatic relationship with them that will allow them to get well.   It is a very important event, the relationship, which is worth more than 80% of the care.   In Love Medicine and Miracles (Bernie Siegle, Harper and Row, 1986) and other recent texts about medical success, the nature of the doctor-patient relationship is the most important aspect of the care.   The placebo is the relationship effect.   The trust and expectation inherent in the relationship is the power for the cure.   Placebo is 80% empathy and rapport and 25-30% of the effective healing in many diseases.   The things that the provider predicts and has faith in will come to pass -- a predicted cure or outcome.   That is why everybody has so much success with the different variations of the occlusal appliance.  If the appliance was “specifically” effective, it would have to be used in a prescribed, disciplined manner.

We know that the appliance has to be infinitely adaptable, which then brings in the charisma.   If a person is really introverted, has no charisma, but is a competent dentist, they can still have empathy.   They can still keep eye contact, keep smiling, keep nodding and relating and say, “I really understand that.”   Communication is a learnable skill.    That is why we quote from these reference books to encourage others to read and understand the skills and processes a little better.   They will read the books if they want to learn it.   They can go to dental CE courses and learn some of the skills, they can do “hands-on” study club case work and learn different skills, and they can take private courses and see something different, again.    There is much to learn and study.   No one person has all of the answers, and the learning time is moderately long.   Experience and wisdom help.  This takes time.   We must learn to facilitate the other person’s learning, if we want to be successful.   It is really a switch from the way we were educated and brought up in dentistry.  Not tell and do, but share, facilitate and learn.   Very different to focus on what is being learned instead of what is being taught!

2. Check occlusion - routine

a) DRTT
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Dr. Tanner demonstrates the art of tearing a tissue precisely in half before folding to preferred shape and thickness.
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Tissue is placed in a forcep and teeth are dried and the patient rubs on the tissue to de-program the muscles.

b) Check smoothness of centrum and CRO
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Centrum areas are visible as well as anterior function

c) DRTT
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Patient should be able to move in any direction with mutual, balanced support and smoothness.

d) Check smoothness of AG, IG, Crossover
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Take care not to have any single areas of support, mesial incisal of right central only tooth carrying at this time.

e) Rub red and tap green to find eccentric disharmony.   Left side of this appliance is in cross-bite
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Dr. Tanner uses four ribbons, two red and two green to mark the splint.  Red is rubbing and marks excursive movements; green is tap-tap and marks CR position.  Ron Presswood uses only two ribbons, one red and one green.  The red is for rubbing on the right, tap on the left.  The green is rub on the left and tap on the right.  This variance saves extra motion and ribbon.

So the routine would be, “Well that’s fine -- we have time, shall we make a routine check and see how the appliance is doing?”   “Would that be appropriate right now?”   OK!   They have told us what it is that they think is the problem with the appliance and other aspects of their pain and discomfort. It is OK to work with the specific need they have with the appliance.   But before they leave, for our satisfaction, we go through the DRTT routine and confirm the proper function of the appliance.   This can give us an insight as to how the patient responds to the appliance and how similar the marks are from the previous appointment.   Some people are very sensitive and aware of the touches on the appliance, others are almost unaware.   It is good to begin to see the reaction and response that the patient brings to the appliance and the other dynamics of the process.   If we see things that are a little bit off, we ask how they feel about it.   To inject our observations and feelings into the process, “This side is high or this spot seems to touch before and harder than the others”, will misdirect the process and destabilize any rapport that we have built.   Doctor, stay out of the process and allow the patient to be responsible for self, health, comfort and happiness.   This is the surest path to a good result.  

If they offer a suggestion, after marking the appliance, confirm the accuracy of their comment.  Let them see the appliance to show that they are accurately feeling and reporting what we are seeing.  “Shall we polish that off?”   or “Does it feel locked in or rough anywhere?”  Let them confirm what we are seeing and the refinement will be theirs using us as an operative agent.   It is much easier to do what they want than to sell them ideas and processes that they might not understand and might disagree with.  

This “permission” process carries into equilibration of the natural teeth.   We never perform an adjustment without the patient guiding us to the tooth and asking us to refine or reshape it.   It is a much easier and nicer process than telling them what has to be done.  This is the ultimate in co-diagnosis and co-treatment.

If there is a spot that is rough or catching or obstructing, have them rub on the red till they find it and the ask them to hold on that spot.   “Have you got it?”   “Yes, it is right there.”   “Fine! You just hold still right there and open just the least bit”, allowing the insertion of a green ribbon and have them “tap” mark just that spot of green on top of the red excursion line.  Hold the appliance for their examination and confirmation of the markings and then polish off the irritating spot.  Retry and they will feel the difference.  Now we are into coordinated refinement of the highest order.   Not many appliances are refined to this detail; the experience for the patient is dramatically different and very educational.
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Smooth slides in red, the points are ‘centrum areas in green.  If anterior teeth fail to function properly, look to the posterior, 2nd or 3rd molars for excursive control.  Remember, the most posterior tooth in contact in excursive movements is the ‘anterior’ guide.  While it is not incisal guidance, it is anterior guidance and may be found on third molars.
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Illustration of a gross protrusive interference in the second molar area - this molar contact is the ‘anterior’ guidance at this moment.

We have taken care of crossover harmony, surface smoothness, and the chief complaint, “OK, I can live with it until next week”.  Same objectives.  Fine, see you next week.   Is that the end of the process?  Well, the closing moment is about the significance of their appropriate co-operation.   Realistic goals bring reality therapy, stress management, and the other adjunctive therapies into the treatment sequence.   We must be expanding the areas of influence and having the patient more completely involved in the total scope of their needs and possible solutions.

7. Minutia

Dealing with minutia brings a deferred pay-off.

Detailing the minutia in the appliance gives a deferred pay-off because we are training the patient to pay attention to the minute things that they will need to know and do well when we get to the occlusal adjustment.

In occlusal adjustment, is harder to discriminate the various tooth contacts and it is their “own teeth” that we are going to be touching and “adjusting”.   The fear and threat is increased along with the risk of error.   Therefore, it has to be done exactly right, very precisely.   They need to be keenly aware and perceptive of the process.   That is why it is necessary to do all of these things in plastic.   We learn how important the process is, how to detect the discrepancies, how they contact their teeth and that their feelings are correct.   We are doing this together, physically, as a team.   We cannot work without them and they need us to be the operator, they cannot do this procedure for themselves, although I have known some dentists that have tried.   So, dealing with minutia in the appliance, training the patient to feel and report the small areas and their feelings has a deferred pay-off.   

It gives them the practice.  Not only are we refining the appliance to help them feel better; we are providing the practice to feel, discern their feelings and to express their feelings.   They can make a judgment on when something should be done, how things have changed and how the work is progressing.   This instills confidence, sense of control and a sense of well being in the patient.  They get to feel and comment on how well the work is being done and they then become the judge of the process.   They become our judge and our reward if we do it well.   

Throughout the process, they are learning to express their feelings which is not commonly done in the dental office.   This objective requires a building of faith and trust on both our parts.   They cannot see the ink marks in their mouth, they can only tell us how it feels.   We cannot see what they feel until there is ink on their teeth.  We relate what they describe by examining red and green marks on the appliance which show function (red) and tapping (green).   But the appliance has to be dry in order to be marked with the ribbon.   If they are biting so hard that they are cutting through the ribbon and not leaving any ink, then we use two thickness of ribbon for a while.   This gives them a little more “body” to bite on and we will have a little more ink to look at work with.  In time, we can get back to a single ribbon for refinement, but at this moment, two work well and that is what we could use.  

As we progress, we begin to look for small –“tiny” - things on the appliance - small contacts on slopes close to CO, usually in the centrum area.  These are the areas that they persistently play with and make their muscles sore.   
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Note the saucer shaped surface that is in harmony with the dynamics of function.  It is NOT a flat functioning surface.  It is, however, “flatter” than the occlusal surfaces of their teeth.

Even though it is a trough, or saucer, that they are rubbing on, there is slope to the surface; it is not flat.   We, therefore, are talking about an incline which they may detect with their teeth.   A static stop with the resultant forces in the long axis of the tooth will feel stable, while the least bit of touch on a slope will feel very different, unstable and uncomfortable.   They can detect very small variances in the appliance if the touch is deflective.  So, if they say they feel something and we are looking for something that is loading heavier than another spot; that is probably not the case.   It is probably a very small surface incline that we don’t see.   So, we ask them to press towards the feeling.   “Is it pressing this way or that way?”  Direct their attention by touching their face or shoulder.  It is not just clenching down that they feel.  It is clenching side ways that is most offensive and they will show us the direction and the spot if we give them a chance.   This is why, at the beginning of these experiences, they report that they do not know what is happening or what they feel, but soon they can tell us which part of which tooth touches and exactly which way the pressure is applied.   “You mean right there where the ink is?”   Or, secondly, “Right here where the ink is?”  “Yes.”   “Well then, it seems like you have a good understanding and feeling about the ways in which your teeth touch.”

Persistence

a) Adjust centrum
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Red only, leave green -- open up and smooth the centrum, do not dish it out.  Spot grind the interference.

b) Press and rub - now tap, tap.
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Note ribbon over lap in anterior region.  All teeth are marking at once.
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Press, rub, tap-tap.  We can see the results of this effort on the splint surface.  Rub is in red, tap-tap is in green.

c) Free up CO
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Rubbing interferences are removed while protecting the tap-tap CR green dots.  If they need to be relieved to bring more teeth into CRO contact, that adjustment is done later.
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After an initial adjustment, the splint function is more harmonious
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Patient identifies opposing teeth

Frequently, there are numerous markings on the splint and it is difficult to determine which spot needs adjustment.  The patient can often clarify the issue by indicating the tooth that they feel interferes.  This will help locate the spot on the splint to adjust.

d) Two hands, one hand, no hands.  What’s the difference?
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Two Hands – bimanual manipulation
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One Hand. – Single point manipulation
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No Hands – patient locates ‘home base’ on their own.

e) "My front teeth touch" - Postural, repositional, muscle tension.

Sometimes what confronts us is much ‘bigger’ than the moment can handle.  Now is the time to begin the process, not end it with a misplaced diagnosis

We do have to persevere in this.   A great growth moment in this work is realizing that the patient is always right.   There is nothing wrong with what they express.   The words that were used or the manner in which it was done, it is my challenge to understand what they meant by what they said.  Therefore, when they really say this is the way that it feels, it is a challenge to understand them and then get some ink on the area so you can see what they were touching, pressing on and relating to.   This is where dialog comes in and our persistence in perceiving excellence along this path is because of the feedback that we have received from patients over the years.

The minutia and persistence means that we keep adjusting the red centrum area more than the green center.   We will get to the point where we say “tap-tap” and they will be able to tell how stable the contact is or which side (front or back) touches first and that will be confirmed when we look at the appliance together.   They will be able to hear the contact as well as feel it and that will be an additional confirmation of our path.  

So we continue to free up CO more and more, not CRO.   This is their “natural” bite, not a manipulated position.   This will be noted in the chart record, “Free up CO” and name the areas, tooth or teeth locations we worked with.   That is the predominant entry in the record -- “free up CO on ....”  

Sometimes, it is easier to identify the opposing tooth by asking is left? or right?, front? or back?   It is this one and they point to or touch the tooth or area on the tooth.    Sometimes, they or we need to hold the tooth while they press on it with the bite to emphasize the extent of the contact because teeth that are mobile are not as sensitive as their more firm neighbors.   What other ways are they going to do show us the areas or teeth?   They point with their tongue - sharp areas on teeth, their finger - mobile and sensitive teeth, they press with a finger - stabilizing a mobile tooth, we press on the front teeth to make the unit solid so they can tell where and how much they touch.   We can look at one tooth that is moving and when we see how much it is moving, and then we know how much to relieve.   

Sometimes, while we are working with the appliance, we are focused on the ink marks, trying to get the patient to feel the appliance and they feel the opposing tooth or teeth a lot better then they feel the appliance.   Even though we are focused on the appliance, they are feeling the opposing teeth which are not splinted together.   The teeth are more easily felt and the patient is more aware of them, so we should use that for a guide to find the proper mark on the appliance.

And that brings us to the 1st bicuspid with a sharp lingual cusp that is digging in and locking on the appliance.   Sometimes we need to talk about that “sharpness” that has never worn off since the tooth erupted from the gingival tissue.   ”May I have permission to polish a little of that sharp point off so it will be rounded like the other cusps?   Then it will rub the same allowing for more uniform function on the appliance.”   I think that the ability for them to be able to find it, touch it, hold and mark it is very important.  Then, when we get down to the teeth, they will be able to do the same thing.  They will be able to help discern which tooth and which part of the tooth is touching and bothering them the most.   We will be ready to listen.   These communication exercises practiced while we are working on the appliance build confidence for all of us and prepare us for the work that is to come on the teeth, when the work has more significance.   It is much more serious later and we need all of the practice at sensing and communication we can get while we are working with the appliance.   

The appliance is the training time to get to know the patient, the extent of the work to do, and for the patient to get to know us and for everyone to grow in confidence and commitment to the path ahead.

If, in the process of equilibrating the teeth, we may decide to reshape the tooth opposing the one they are indicating, we need to be prepared to describe why we have made that choice or be ready for them to complain.   We cannot take away the control that we have been teaching them in the appliance.   Most of the time, we adjust the teeth that they point to, especially front teeth.  When they point to a specific tooth, we had better touch that tooth or be ready to explain in detail why we are doing something else.   On front teeth, in the beginning, it is almost always marginal ridges on the lingual of the uppers, which they cannot see, that are in the way.   Not the incisal edges of the lower.   They will usually point to the top tooth and that is where we should work. 

[image: image35.png]



Marginal ridges out of harmony and need to be reshaped if they are contacting before, or instead of, the posterior teeth

The refinement is, again, two-hands, one-hand or no-hands.   If there is any confusion about how they have been handled in the past and which manner or manipulation works the best, use them all and let the patient feel the firmness of contact on the appliance.   So we do the routine, ask the dental assistant to put the ribbons in and manipulate the mandible.   After they have dried and rubbed, we will say, “OK, now let me feel your jaw.   The dental assistant will put the ribbons on your upper teeth that do not move, while I hold your jaw, two hands, one hand or no hands.  Do you feel any difference in the way your teeth touch together?”    We can check the stability of the appliance with or without ink.  The intent is to determine what they feel and compare that with what we see.   This can help us determine if there is a muscle splinting or a preoccupation with something we have not discovered.   The minute that we touch them with two hands, they will relax and quiet down.

“My front teeth touch.”   That is a common thing.   We said our two goals during the examination appointment was that when you close down that all of the back teeth touch at the same time and the front teeth should not touch.   However, you can press and rub on them, but they should not touch when you touch your back teeth together.   The front teeth are a separate entity in the occlusal function and should not be touching in CO or CRO.   So if they report, “My front teeth are still touching” or “I can’t get off my front teeth, they are tender and sore.”   “Well, is that because you are pressing and rubbing on them or you can’t help hitting them when you close.”  That is when you do the two hands to quiet them down.   “Can you tap on your back teeth?”   “Oh, yes!”  “Well, then we have differentiated between muscle tension and the habit of pressing on your front teeth because they are so close to each other that you can’t help it.”   We do not want them pulling back to avoid the front teeth, that is incorrect.   They should be able to close on their center of rotation to home base and touch the back teeth in a stable, firm contact without the front teeth touching as they ‘Tap-tap”.   

The only other refinement that might come in is when they are still feeling second molars.   I suggest that we direct the ribbon straight in so that it is between only the second molars.   Let them do their thing and if they can’t quite feel what they did, put two thicknesses of ribbon between the second molars and have them bite and rub again.   When they feel the extra thickness and they have something to press on, they will show us what they are doing and we can see the mark.
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Ribbon long enough to cover the occlusal area and the incisal area
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Ribbons cut too short to properly cover the occlusal and incisal area.

9. Occlusal rules

a) All posterior teeth touch simultaneously with NO anterior tooth contact. TAP – PUMP
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All posterior teeth in function near the centrum area with no anterior tooth contact.

b) Centrum group function in near centric contact. 

Area of red ‘rub’ remaining around the green CR dot is the centrum area which is a mutual group function of all the teeth touching the splint.  Patients like the ‘supportive’ feel of this group function.

Group disclusion, second molar to 1st bicuspid in Anterior Guidance.  AG - sliding, gliding excursion on the most favorable tooth.  SLIDE - PULL BACK
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In this Class II div 1 case the anterior guidance is on the posterior teeth.  The anterior teeth do not touch until there has been a protrusive slide.

c) Incisal Guide function - Disclude posterior teeth. Slopes, edges, crossover.  SLIDE – CROSSOVER
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Long protrusive slide to get to maxillary incisor crossover.

[image: image41.png]



Steep crossover guidance.  Resulting from a steep right condylar guide. 

We have been talking about occlusal rules and we exposed the patient to the rules in the examination appointment.   All posterior teeth touch simultaneously, no anterior contact.   We mean all twelve anterior teeth, no cuspid contact.  It, too, touches on an incline or in a lateral line of force.   If any of the anterior teeth touch, there will be a deflective contact, a deflective force on the inclined (sloping) surface.   When they squeeze hard on the back teeth, they should be able to do so without touching the front teeth.   They should not be able to touch the front teeth in a rotational ‘Tap-tap”.   They should be able to touch and clench and rub the back teeth without the front teeth touching.   “This creates the centrum.”    When they slide on the back teeth, they should, then, touch the front teeth.  This is a “fully balanced”, group function on the centrum area.   When they tap on the posterior teeth, they all touch.   When they rub on their teeth, they all rub.   So the red centrum area is group function.  Some of the function is cross-arch or non-working balance with the working side and the patient generally likes that feel.   DO NOT TAKE IT OFF.   In some cases, it is required for joint, occlusal and muscular stability.
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Fully balanced splint with no anterior contact in the centrum function.  Left side is in cross-bite,
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Progressive disclusion and the shape of centrum areas in a Class II div 1 patient.

Second molar to first bicuspid, whichever one is functioning, is the anterior guide tooth.  But we want them to get from that tooth to incisal guidance, which is one of the twelve incisor teeth picking up the load to disarticulate the posterior teeth.   That, then, is posterior disclusion and incisal guidance.   Gradual disclusion means that the centrum areas are smaller on the more posterior teeth and get larger as the jaw moves toward the front.   Depending on how the anterior teeth are arranged, the amount of space that they have to go through to get to their incisors will determine the centrum areas and the left, right and forward motions on posterior teeth.   They could go a long way on bicuspids until they get to the linguals of their cuspids or central incisors.    The amount of space really doesn’t make any difference; it is just the gradual disclusion of the second molars, then the first molars, then the second bicuspids and then the first bicuspids.  

When we are doing the refinement of these things, they have to slide forward and pull back on the ribbon.   They should always rub out and pull back, not rub out and “let go” or open up.   This helps define the anterior function, especially in anterior open-bite cases.   It is important to have our fingers on the maxillary bicuspids to feel if they are being excessively loaded before reaching the incisors.  We need to feel the extent of the deflection and the harmony of the group function.  Do not load one tooth more than another.

Incisal guidance functions whether it is on the slopes of the cuspids or incisors.   It depends on the direction that they are sliding down the lingual as they go left or right within the envelope of function on the lingual aspect of the maxillary teeth until they get to the edges.   They will reach the incisal edges in edge-to-edge lateral, protrusive, lateral protrusive.   When they go beyond this envelope of function, moving as far as the jaw will go (the envelope of motion), is when we need to fine-tune the incisal edges.   The incisal edges should be smooth and not bumpy.  They should not be “catchy” on the edges.  The edges are to glide across one another very smoothly.   (They cross at an angle, not moving parallel to one another and should not catch on each other.   This is both the lingual of the edge of the upper teeth and the labial of the edge of the lower.)   The most favorable tooth to “carry” the load is whichever one is available in front of the one that is already working.   Just keep the “anterior guidance” going, moving forward.   Take care not to load the maxillary laterals independently.   Check latero-protrusive, edge to edge with finger on the labial of the lateral incisor to detect movement.
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Edges in function, parallel or at an angle?

The height of the incisal table on the appliance -- all we did was take the same slopes that we analyzed in the mouth and added the same slope just by increasing the vertical height in the articulator 2mm at the pin, which works in most cases.  The problem will be in teeth that have realigned themselves, or the curve of Spee is too deep, or the distal of the lower molars is kicked way up, or the eminence is shallow, or the disc has been displaced and they are rubbing on bone and do not have as much inter-arch space.  Then we have to deal with a posterior interference.   That can be a problem.   We visualize the problem when we add a couple of mm.’s of acrylic up front and we still have a posterior interference.   It then becomes imperative to reduce the height of the posterior tooth or restoration.  The point in making appliances in cases like this is to get the patient off that back tooth in excursive function.   Occasionally, it may be necessary to obtain permission to reshape the offending tooth, reduce height, length or angulation, which will allow for a thinner appliance in CRO.

10. Analyze - patient report and feedback

a) Function -    with and without Appliance

b) Dysfunction -  "       "       "          "  

c) Changes -         "      "       "          "

d) Patient agrees - Feelings past, present and future (hope)

1) Physical -

2) Emotional - Changes due to therapy

3) Psychological-

Well, now we are where the patient is analyzing and reporting back.  The feedback part of how we are doing and what they like and don’t like.   What would we want them to tell us?  Anything and everything that they feel.   What categories would it usually fall into?   How they like the feel of it.   How they like the changes.   How they like the fact that, “It has really changed dramatically.   It doesn’t even resemble what it was yesterday.”   That would be some very dramatic changes.    And then you say, “Well, what is it like without the appliance?”   If they have worn it most of the time from the initial seating appointment to the first adjustment appointment the next day, they probably will not have been without the appliance to report what it is like without it.    However, someone that is particularly curious in a perfectionistic way will have taken it in and out all the time and they will be able to tell us a lot about the appliance and themselves the next day.   They might also have a typewritten page for us so they don’t forget anything.  Or the spouse will be there with a typewritten page to make sure that everything is covered.   In any case, that is what we want to know, “How did you get along with and without it?   Any suggestions.  What have we discovered?   What is the educational event that has taken place?”   That is the feedback.  What else would we be asking about?   “Do you like it better with or without?”   Invariably, they always like the appliance better than their own teeth, particularly if there has been muscle splinting.   If they came in with no pain and just clicking and we tried to cure the click, we don’t get quite the same emotional response and feed back. 

Then, when the patient agrees (past, present and future) with themselves, with the process, in relation to the appliance, to the physical, emotional, psychological and spiritual aspects of their problem, they affect their own prognosis.  They then start to see the way out.   We do not have to bring them out, they see and feel the process, particularly the “with and without” from the physical standpoint, which we keep using as an introduction to the complexity of the problem.   If they feel better with the appliance than without the appliance, what makes them feel better?  The appliance reduces muscle activity and tension and there is less pain.  Well, what brings muscle activity and tension into their life in the first place?   Muscle activity is brought on by disharmonious aspects of life.  I like to refer to the Bible, Psalms 122:10; Luke 13:28, which refers to gnashing of teeth and wailing.   We have known about this complex of behavior for a long time and no one is immune to its effects.   We can use this time in the case analysis to allow them to take ownership of the other components that drive the pain cycle, not just the physical components.   I think that we can always work with the emotional, psychological and spiritual aspects of their issues and problems and of life in general, because all of life is governed by these aspects, whether we admit it or not.   Whether they choose to confront these other aspects of the problem is an indication of the health and wellness of the individual.   Nothing in life is purely a physical event.   As they truly begin to realize that, then they realize that it is not abnormal for them to feel this way and they are not “nuts” to have to deal with these other aspects of the problem.   To acknowledge the other contributors to their problem is healthy and curing.  They cannot leave them out, but to incorporate them is a fearful and painful step.   Once we have this agreement with them, then, their prognosis is greatly improved.   It is all built into one encompassing process which they can affect.

And if their denial of these other aspects is strong, then they will probably be dependent on the physical “fix”.   They require that we and society fix their problem.   Many dentists are confronted with that frame of reference when the patient presents in pain.  

We can continue to deal with the physical aspect of the pain until we have the “BLT”, the Believability, Likeability and Trust of the patient.  As we continue to tell the same story and act in a consistent way, they can (not all will) begin to believe and begin to elevate themselves into a perspective of therapy and care in which they have faith and which they like.   This includes all of the parties involved in the patient management, ALL of the office staff and the concepts and process of treatment.   Everything and everybody must be on course and on the same foot.   If any person is out of step, the process will be confused, the path lost and the outcome clouded.   If we are in sync, harmony with one another, they build confidence and trust, and then it becomes our obligation as the physician of the moment, the healer, to have them begin to deal with these other aspects.   We cannot fail to acknowledge and reference these emotional and spiritual aspects of the issue.   Do not deny the physical.  If they are injured, or hurt, do not deny the injury and hurt.  But, we are going to have them deal with the fact that the physical care is not enough.  Dealing in the injury and hurt will not support them into a point of wellness.   They have to progress past the obvious and their denial to get healthy.

Preoccupation with pain immobilizes us.   We have to let go.  We have to learn how, though.  It is not “natural” to give up the pain, the physical.   However, that is what we have been taught to observe and treat.   

There is a lot in the letting go.   That is the hard part of the treatment, helping them see that something else is playing, guiding them to the proper therapist, and supporting them in the physical (their reality and contact to sanity) while they work through the pain of the non-physical aspects of the issue.   Recently, I had a patient in a complex divorce who was holding onto a car and several thousand dollars in settlement.  She was being horribly beaten emotionally and spiritually over these two issues, which were control and self-esteem issues for her.   She re-evaluated these issues, let them go, because her judgment was that neither were worth her health, and she proceeded to get well and stop suffering the CMD complaints.   If we had not supported her in this process, we might still be treating the CMD.   It took two years for her to have the strength to see and make that decision.   A very intense two years of physical treatment and suggestion to investigate the non-physical issues.   This is tough work, but someone has to be there for and with them and wait until the proper time arrives.   It is their choice not ours, and dentistry seems to be doing the best job of support and guidance this time.   I think that is what this whole discussion is all about.  Don’t deny them anything.  If they are in physical pain, deal with the pain.   But, keep making the inroads at any interface that presents to have them look into the other issues that are driving their complaints.   They must acknowledge and agree with us that there are other aspects of the disease before any action or referral can be made successfully.   References must be taken seriously and we should be familiar with the referral, their temperament and style of therapy.  Do not make “blind” referrals.  The referral is not an “evasion”; it is a very serious responsibility.    

It is a very serious responsibility because what can happen in that reference is that these most important aspects of the care and communication can be mishandled and we lose all of the progress to date and can get set back further than where we started.   Not all emotional and psychotherapists agree with this course of therapy or with this rationale.   Be very careful and consult with the referral and get to their philosophy and style long before the first referral is ever made.   They must be part of the team.  They must be seen and sensed as a continuation of the treatment sequence.   There must not be a bump or glitch when the referral and introduction are made.   In our practice, we seem most successful with the therapists that also use physical means of approach and/or direct emotional approaches to the problem.   We have not been as successful with the analytical therapist.  The patients don’t seem to have the time and patience for that work at this time of their life.  Later, I have seen many of them continue in emotional and spiritual work and grow toward even greater wellness. 

We need this extended team.   But, the team needs to be accomplished in working together.   The team needs to be “known” to one another, personally and philosophically.   Do not refer patients to any unknown person for any reason.   There can be little good that comes from an unknown referral.   We must pick our team and get to know them.  They must understand and respect our place on the team; our needs for ourselves and for the patient must be recognized and honored.   We will be the leader the team and champion for the patient on this path and everyone should honor that role and responsibility.   All referrals should be qualified.

Most of these issues will come up in the first month or so of our treatment of the patient.   If we are not going to do it then, we will probably not do it, because the emotional involvement is at the beginning, not later.   There is more trust to be built now than later.   

People will make these adaptations and decisions and take these steps while they are in pain.   Reduce their pain and they might not choose to risk the next step.    Pain is a powerful motivator to change.   So, if, in fact, they have a life-style incompatibility that is serious, the best opportunity we are going to have to get their interest is while they are still hurting.   If we want a chance for personal change and growth, there must be discomfort.   Little change is made when we are comfortable with the circumstance and/or moment.

To come out of our comfort zone, risk the discomfort, means that we are ready for change and /or needing change.

The patients in pain are already uncomfortable and we should be ready to use their pain and discomfort and support into the investigation of lifestyle changes that could be good for them on a path to wellness.   We are talking about self-destructive habits of all kinds; relationship failures, chemical and physical abuse habits, all are issues that we can learn to recognize and then make a positive referral for therapy.   We should not be treating these issues ourselves; we should identify them and then make a strong, qualified referral.   We can and should learn to be sensitive to these problems and issues and know the proper path for helping the patient through them to a good end.  This is contrary to the technical procedures that dentists are brought up to “do” and “fix”, judge and feel good about it.   In these circumstances, we can just “be their friend”.  (Loren Pilling Continuum I)
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